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CASO CLINICO

M. D. 41 aa

PARA 2002 (1 PS nel 1993; 1 TC nel 2006 per CT'G poco rassicurante)
U.M. 23/12/2015

PAP TEST 13/01/2016: negativo per lesion1 intraepitehiali o maligne

ANAMNESI FISIOLOGICA: allergia a Plasil e acido acetilsalicilico;

ANAMNESI PATOLOGICA REMOTA: tagho cesareo 2000; nega altr1 intervent: chirurgici,
nega altre patologie pregresse o 1n atto; nega assunzione di terapia continuativa in atto
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ANAMNESI PATOLOGICA
PROSSIMA

07/01/2016 comparsa di algie in
fossa 1haca sinistra e perdite di
sangue rosso SCuro con
peggloramento della sintomatologia
nei glorni seguenti

20/01/2016 accesso presso 1l PS

ostetrico e gmecologico mviata dal
ginecologo curante

X ) & UNIVERSITA DEGLI STUDI DI PADOVA St
22 Dipartimento di Salute della Donna e del Bambino ﬁ

- il R AZIENDA OSPEDALIERA DI PADOVA ‘
% i U.0.C. Ciinica Ginecologica e Ostetrica Urgenze I
‘ Direttore: Prof. Giovanni B. Nardelli FPADOVA
Padova, 20/01/2016

Padova, 20/01/2016
MELLONE DANIELA
2710611974
UM. 23.122015 PARA 2002 (1 PS nel 1993 e 1 TC nel 2006)

La paziente giunge in PS inviata dal Ginecologo Curante dove si era recata in visita per algie pelviche trafittive in
fossa iliaca sinistra che si imadiano all'arto omolaterale e lievi perdite ematiche da circa 10 giomi.
Eseguito Pap test il 12.01.16 in attesa di refertazione.

Eseguita ecografia il 13.01 con riscontro di sospetta ematometra e sactosalpinge bilaterale; ecografia del 14.01:
echi endometriali disomogenei di 18 mm.

Alvo e diuresi regolan.

Nega patologogie di rilievo, pregressi interventi chirurgici o terapia continuativa in atto.

ESAMI URGENTI IN PS: Hb 129 g/l, GB negativi
BETAHCG IN PS: negative

VISITA: Addome trattabile, isyemente dolente Dalpazion: @, GE e vagina
regolari. CU di dimensioni nella norma, mobile, dolente drico apparentemente

ECO-OFFICE: utero RVF, di volume regolare ¢ morfologia disomogenea per fibromatosi diffusa. Echi
endometriali al fondo massimo spessore mm 7.9. A livello istmico si visualizza formazione tondeggiante di 26x19
mm a contenuto ipoecogeno. Ovaie bilateraimente regolari in volume, ad aspetto multifollicolare. Non free fluid

nel Douglas.

Si invia la paziente a domicilio. Si consiglia:

- nposo cautelativo,

- Paracetamolo 1 gr cpr- 1 gr al bisogno (max 3 gridie)
-Bomdoqr.2cptdql-ipoi1cpmieperdui99'mi

- la paziente nicontattera il propno Ginecologo Curante al termine della terapia

Torna in qualsiasi momento in PS in caso di peggioramento della sintomatologia. Si rimanda al Curante
specialista per gli usuali controlli ginecologici.

Medico Specializzando di Guardia Ginecologia Ostetricia
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ECOGRAFIA E VISITA

UNIVERSITA" DEGLISTUDIDIPADOVA

DIPARTIMENTO DI SALUTE
DELLA DONNA E DEL BAMBINO

CLINICA GINECOLOGICA E OSTETRICA Via Giustinisni , § - 15128 PADOVA
Dirceszes: Prof. QB Nasdslli cotraline  (049) §21.3410 - B21.3411
dizsmans  (040) §21.34450
fax (049) §75.0860

‘ eta: 4]
para: 2002 (PS nel 1993 & TC nel 2006)
\ UM.: perdite vagmali dal 12.01.2016 al 23.12.2016

‘ ECOTOMOGRAFIA PELVICA TRANSVAGINALE

- Utero retroversoflesso di 84 x 50.3 x 54.8 mm, a livello istmico anteriore, in sede di pregresso TC,
51 0zserva raccolta corpuscolata probabilmente ematica di 36 x 22 mm in stretto contatto con la
vescica ed a pareti estremamente assothighate, dello spessore massimo di 3 mm. La formazione
corpuscolata appare comunicante con la cavita uterma ed il canale cervicale.

- Bilateralmente salpmgi convolute e dilatate come per sactosalpmge e sindrome aderenziale
pelvica. Ovate regolan per volume e morfologia.

- Non free-fluid nel Douglas.

[ Padova, 29.01.2016
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SALA OPERATORIA: 051204 SalLs OPERATORIA & - CLINIC A OSTETRICA n® pr. 26T
REFPARTO GIURIDMCO:- 018405 CLILL GINEC. OSTETR. 5_0.

INTERVENTO:  Crfmanc [X] Urgennz [ Ambulstonaiz [ ] o [0

PROGRAMMA . e e e im0 05
TERAPEUTICO PG IO DLAGMOBIGA: s ruoces € scrca P e

INTERNVENTO SIMTETHOOC HSC DLsai S TICA FRO A0 SPERATIVA OO RESETTORE BEIPOLARE + LPS O G4l PIRGECTORMLA,
EILATERALE E WiSCiERoL 1S

PRI OFERATORE
BECDMDD FERATORE
TERZD OPFERATORE
AMNESTESIETA
IWFERMIERE & TRUMENTISTA
INFERMIERE M SARESTESA
o5s
TiD ANESTESA ANESTESRS GENERALE
ORI FIMASLE: ISTECELE E Sl T O PIRGE B ATERALE
INTERWVEMTOA o CD0-Chge 5401 LaPaR ST OLA,
£ RO IOHE D ENTRAMEE LE TUSE NELLO STESSD INTERWVENTD
St LanAanss PFERITOMEALE
BE1 ETEROSCOPLE
BEiE ElPSia DELLUTERD
£l &1 TRA FPARATCGHE DELLUTERC

DESCRIFIOMNE INTERNWENTO -

ISTEROSCOPIA DIAGNOSTICA soesious o e T

FINO AD OPERATIVA CON e e ™

LAPAROSCOPIA OPERATIVA: Fancaiimitazions e Asione refia. AllSpesons SIGomIn> peniCa S Teparta’ LEar regaare par woLITE & morfaioda,

comraente Iasse adersnzs con i perionen dedio scawo del Couglas & con gl anness bilaterameTie. S segnaland: Inoire

SALPINGECOMIA BILATERALE SS5Eaie. S soegue dacg perinee the & I per Secrme MSHOIO0ES. Previs tads I Sale 3

‘coagulazions
+ VISCEROLISI TeveRpgR e mpris sue ss T seeesd Sl oot quna s e s ixecco vrna

wisualzzazione deil'amplo recessa kstmico. Rimozione dellstmocsie & SUCCEsENE SURA della breccia Istmica In doppio
stratn, Il prima 3 puntl staccat, Il 52condo In contins Inrofiettente. Controlia dellntegrta vescicaie con biu ol metiena
regoiare. Accurato controlio delemostast. Lavaggl ipetul deda cavita addomincoehica. Pumo d Tascla a sinisia, Sutura
dela cue 3 puntl staccatl con ko Rassorbibiie. Perdie ematiche: tracee. Tutho Il Matenale asportatn sl nvia per esame
istniogico.
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CONTROLLO POST-OPERATORIO

IC5-9-D/GIN M1l
65m/12/22Hz Tis 0.2
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THE JOURNAL OF
MINIMALLY INVASIVE
GYNECOLOGY

& e
ELSEVIER
D E FI \ I Z IO \ E Findings in Patients with Postmenstrual Spotting with Prior
Cesarean Section

Layza Merizio Borges®, Alessandro Scapinelli, Daniella de Baptista Depes, Umberto Gazzi Lippi,

and Reginaldo Guedes Coelho Lopes

From the Hospital Servidor Publico Esmal Sao Paolo, Endoscopia Ginecologica (all authors), Sao Paolo, Brazil.

1995 Morris ha descritto il termine di “ISTMOCELE”
(analis1 di campioni di utero dopo 1sterectomia i donne
con un precedente taglio cesareo)

“Difetto della parete anteriore dell 1stmo
uterino nel sito della cicatrice dr un
pregresso taglio cesareo”

Fig. 2. Uwrenne specimen illustrates the defect in the lower uterine segment.
Now the blood accumulation in the cavity
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PATOGENESI

A causa delle differenze nelle contrazioni
miometriali sur due margini dell’incisione
(1 margine superiore dell’'incisione ¢
generalmente piu spesso del margine
inferiore)

Tale discrepanza spesso s1 accentua con un
numero crescente di parti cesarel

La sutura di un’ mcisione con bordi di
spessore diverso probabilmente
contribuisce allo sviluppo der difetti
anatomici del segmento uterino inferiore

Curr Opin Obstet Gynecol. 2012 dun,24(3)180-6. ot 10.109716C0.0b01 383283521 202.

Hysteroscopic treatment of the cesarean-nduced isthmocele in restoring inferilty
FlorioP" Fipoesehi M, Moncii | Nara . Franchin W, Gubbini 6

& Author information

Abstract
PURPOSE OF REVIEW: To review the treatments of the cesarean-induced isthmocele inrestoring infrity, associated technigues, and the rsks of
complications associated wih thei use.

RECENT FINDINGS: sthmacele is a resemor-like pouch defect on e antenor wallofthe uterng isthmus located atthe sie of 2 previaus cesarean
delivery scar. The fow of menstrual blood through the cenvix may be slowed by the presence of isthmacele, as the blood may accumulate n the niche
because of the presence of flbrotc tissue, causing peic pain n the suprapubic area. Moreover, persstence of the menstrual blood after menstruation
I the cenvix may negatively infuence the mucus qualty and spem quality, obstruct spem tranport through the cenval canal, iterere with embryo
Implantation, leading to secondary infetiity. The remaval ofthe local inflamed tissue may be performed by laparoscapic, combined laparoscopic-
vagina, or vagina surgery, and operafve hysteroscopy,  minimally invasive approach to mprove symptoms and restore ety

SUMMARY: sthmocele accurs after cesarean section, a comman method of delivery and one of the mas fieguent surgical procedures, so that s
Upward incidence appears liely to confinue n the near future. Because of s minmal nvasiveness, resectoscopy may be the befer chaice for
treatment, yilding good therapeutic resuts.

PMID: 22335067 [PubMed - indexed for MEDLIE]
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PATOGENESI

UTERO RETROVERSOFLESSO

(rischio doppio di sviluppare 1stmocele)

L2

- “tensione tissutale” della 1steroraffia dovuta
alla retroversione

- scarsa perfusione tissutale secondaria allo
stiramento del miometrio

- rallentata produzione di collagene

Acta Obstet Gynecol Seand. 2006,85(4)429-4.

Methods for myometrium closure and other factors impacting effects on cesarean section scars of the uterine
segment detected by the ultrasonography.

Hayakawa H' Hakura A itsui T Okada M, Suzuki M, TamakoshiK Kidawa
& Author information

Abstract

(OBJECTIVE: Utrasound examination is an objective method for assessment of utering scar defects. The present study was conducted to compare
single-tayer intemupted sutures (Group A) with double-fayer infemupted sutures (Group E) and our new method (Group C) as well as other perioperafve
parameters in relaton to risk of wedge defects in scars.

METHODS: We hae introduced & new myometrium closure procedure consisting of confinuous suture with decidual closure followed by intemupted
myometrium suture. Inthis prospective study, women undergoing cesarean operation (n = 137) were examined by tranvaginal ultrasound one morth
after surgery to assess the appearance oflower wenne scars. Mulivarate logistic regression analysis was peromned to identy associations of
perioperafive parameters and methads fo lower myometrum closure with abnormal wedge fomation

RESULTS: Wedge defects were obsenved in a total of 27 patients (19.7%). The analysis revealed Groups B and C to have reduced rsks with odds
ratos of0.28 and 0077, respectively, as compared to Group A Furhemnore, increasing gestational week at delivery, pluralftal pregnancies,
premature rupture of membranes and pre-eclampsia were also finked with an increased risk, with odds ratis of 1489

CONCLUSION: The incidence of ulerine scar defects 1 month ater cesarean sections vanes with the methad applied for myometral suture and
perioperafve variables. The data suggest that methods for myometrium closure as well as other factors influence the condtion of myometnial healing

PMD: 16612704 [Pubied - indexed for MEDLIE]
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PATOGENESI

oot 1o 1111 1aT
———_ e

obstetrics

General

Risk factors for imcomplete healing of the uterine
iNncisionNn  after cassareanmn section

O Vikhhareva Osser. L WValemtim

T e prart srme et of Obhstetrics amad CGyrmaecobogoy . DMalernds Ldmivessity Flosgprital, Loand Llniversizy, DMMalennd, Sswecle s

Crrresgrrrscdersce: Tde €3 Wikbumrew = <> " T ey T o f O atet rics aadd CEyrramccobogry. DNialerds University FIlospital, SE 205 O2 MMalsrmad, Swswvedes.
Ermail olgavikhar - a2

Acceprtecd I Aday 2OTO_

*  Durata travagho > 5h

=  Dilatazione cervicale > o = bcm

= Livello della parte presentata

=  Aumento della stmolazione ossitocica

=  [ta materna

= Fventuale influenza della esteriorizzazione dell’utero (?)

= Eventuale mnfluenza di una adeguata bassa pressione della cavita endometriale nel post-
cesareo (?)
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PATOGENESI

IL DIFETTO SI PRESENTA TANTO PIU’ DO 101111, 4714528.201002631 x General obstetms
IN BASSO QUANTO MAGGIORE E’ LA WWW bjog o
DILATAZIONE AL MOMENTO DELTC

Risk factors for incomplete healing of the uterine
incision after caesarean section

possibile spiegazione puo’ essere I'isterotomia
eseguita piu’ n basso rispetto a quando non 0 Vikhareva Osser, L Valentin
c’e dilatazione e quindi I’ inclusione di1 tessuto

, : Department of Obstetics and Gynaecology, Malmnd Universty Hospital Lund University, Malm, Sweden
cervicale al momento dell’isteroratha che " g Ty h

Cornspondence: Dr O Vikhareva Oser, Department of Obstetrics and Gynaccology, Malmo University Hospital, SE 205 02 Malmo, Sweden,

comprometterebbe 1l processo di Enal dpbhrsa@humad am
cicatrizzazione rispetto a quando viene
suturato 1l solo miometrio a livello 1stmico Aceptd | May 200
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PATOGENESI - FATTORI DI RISCHIO

IMIG=5

Review Article
Cesarean Scar Defects: An Underrecognized Cause of Abnormal
Uterine Bleeding and Other Gynecologic Complications

Amanda M. Tower, MD, and Gary N. Frishman, MD*

Fram the Deparment of Obgetrics and Gynec alogy Women 'sand Infant's Hospital, Warren Alpert Medical School of Brown University Providence, Rhade
Iskand (hoth awthors).

ABSTRACT The gynecologic sequelae due to deficient uterine scar healing afier cesarean section are only recently being identified and
described. These inchude conditions such as shnomal bleading, pelvic pain, infertility, and cesarean scar ectopic pregnancy,
as well as a potentially higher risk of complications and difficulties during gynecologic procedures such as uterine evacuation,
hyseerecomy, endometrial ablation, and insertion of an intrauterine device. The proposed mechanism of shnomal uterine
bleading is a pouch or “isthmocele” in the lower uterine segment that causes delayed menstrual bleeding. The prevalence
of symptomatic or clinically relevant cesarean scar defects (CSDs) ranges from 194% © 88%. Possible risk factors for
CSDinclude number of cesarean sections, uterine position, labor before cesarean section, and surg ical technigue used to close
the uterine incision. There are no accepted guidelines for the diagnostic criteria of CSD. We propose that a CSD be defined on
transvaginal ultrasound or saline infusion sonoh ysterography as a triangular hypoechoic defect in the myometrium at the site
of the previous hysterotomy. We also propose a classification system to aid in standardized classification for future research.
Surgical techniques for repairof CSD include laparoscopic excision, resectoscopic treatment, vaginal revision, and endome-
trial ablation. Joumal of Minimally Invasive Gynecology (2013) 20, 562-572 © 2013 AAGL. All rights reserved.

Keywonds: Anormal werine hleeding; AUB; C-section; Hysterecomy; Ithmocele; Lapsroscopy; Postmenstrual spating; Resectoscope

table 2

Risk factors for cesarean scar defect

Non-modifiable risk factors
Maternal age <30 years®
Retroverted uterus®
Labor-related risk factors
Duration of labor =5 hrs"
Cervical dilation at delivery =5 cm®
Lower station at delivery, below pelvic inlet*
Use of pitocin®
Surgical technique
Incision closer to internal os"
Exclusion of endometrium during repair”
Single-layer closure”
Delayed absorption of sutures
More ischemic closure”

* Evidence supported.

P Suggested but no or insufficient evidence.
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The Cesarean Delivery Scar Pouch

Clinical Implications and Diagnostic Correlation
Between Transvaginal Sonography and Hysteroscopy

Cedilia Fabres, MD, Guillermo Aviles, MD, Carlos De La Jara, MD,

“LA DIAGNOSI DELLISTMOCELE & IS S e
BASATA SULLESAME i et M o e ot
ECOGRAFICO”

Objectve. We sought (1) 1o desaribe an anatomic defect of the wenine Gty In the anterior isthrmus
diagnosed by trarsvaging sonography In a group of premenopausal women with previous cesanaan
debvenes, (2) to establsh whether there 5 an assodation between the presence of the pouch and a
bleading dsturbance, and (3) to compare the dlagnostic efficacy of trarsvaginal sonography versus

. la dlagnOSI ecograhca COITCla del mmmhggamlmvrM A;nururd uxsg:
' 0 . 0 delveries, time elapsed between st cesarean delivery and first consultation, and total area of the

1009% con l'esame 1steroscopico Pouch wese recorded In grougs of women weth and without abnormal bieeding. Hysterascopy was
also performed In 43.8% of the patents who had abnormal bleeding. Results. in al women,

transvaginal sonography revealed the peesence of a pouch on the anteror utenne segrment at the see
of the expactad previous cesarean delivery scar Hysteroscopy showed 100% cormelation with

- momento migliore del ciclo per ransvagialsorography In detection of s pouch. Canchtons. The high corelation between bleed:
identificare il difetto & durant il s el o e s o e et
identificare il difetto & durante e rome = cpecaly n ew o o ha e
l'episodio di sanguinamento (qualche et v vesoe ettt syt e

out other causes. Key words: abnommal bleeding: cesarean delvery scar; mevorrhagla; spotting.

giorno dopo 1l ciclo mestruale)

- in diverse pazienti dello studio, ¢ stato PCDS, oot cosren deny e
aspirato, subito dopo l'esecuzione s posn oot o gy
= 5 Rocotved Novembar 25, 2002, from the Units of hysterography have proved to be useful tools in
dell’ecografia TV, del fluido Anproductie Medcre (K LE. LEM. AM. CK the study of intrauterine lestons. Abnormal uter-
T . d H “tasca” g a.‘.'.."'......."’...,.""..":'., :ommdwlrdytnamddumn:ﬂcﬁea
marroncino dalla “tasca :ﬂ-‘-’ RSE,:";; manuscript accapted intrauterine abnormalities such as submucous myomas,
dell'istmocele. Dopo la procedura, un e s Ve i e s iy ot o Mot s
. © Fabres, some authors have described the presence of a hiatus or
secondo esame ecografico ha rilevato Sammtnet of Gt sesf G itee diverticula on the anterior isthmus at the site of a previ-

la scomparsa del difetto e non s1 sono

verificati altr1 episodi di sanguinamento © 2003 by the Amesican Instute of Usrasound in Medicine »  Ultasound Med 22-695-700, 2003 » 0273-4297/03$3.50
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DIAGNOSI- ECOGRAFIA

T4

AREA ANECOGENA SIMILE AD UN
TRIANGOLO ISOSCELLE. , CON APICE
VERSO LA PARETE ANTERIORE
ISTMICA E LA BASE VERSO LA PARETE
POSTERIORE DEL CANALE CERVICALE

Figure 1. (A) Schematic drawing showing measurement of the
distance between the inner cervical os (io) and the caesarean scar (d1)
and the distance between the inner cervical os and the lowest
demarcation of the caesarean scar defect (d2). The grey triangular area
represents a scar defect. The dotted (imaginary) line represents the level
of the intermnal cervical os. The level of the internal cervical os was
defined as the level where there is a slight narrowing of the uterus
between the corpus and the cervix. This often corresponds to the lower
boundary of the urinary bladder. d1 was measured from the top of the
imaginary line to the top of the scar. The top of the caesarean section
scar was never located below the internal cervical os. The level of the
internal cervical os is denoted ‘O mm’. Measurements below the
internal os are negative, measurements above are positive. (B)
Ultrasound image illustrating the level of the internal cervical os (arrow).
This is the level where there is a slight narrowing of the uterus between
the corpus and the cervix.
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lI'nfusione salina mighora la
sensibilita’ e la specificita’ di
rilevamento della cicatrice del
taglio cesareo aumentandone
1l difetto e puo' anche
permettere di identificare
raccolte d1 materiale

all'interno del difetto

Cesarean scar defect (arrow) on sonohystogram in same patient as in

Figure 1.

SCUOLA DI SPECIALIZZAZIONE IN GINECOLOGIA E OSTETRICIA



DIAGNOSI - SONOISTEROGRAFIA

Osser OV, Jokubkiene L, Valentin L. Cesarean section scar defects:
agreement between transvaginal sonographic findings with and without
saline contrast enhancement. Ultrasound Obstet Gynecol. 2010:35:
75-83.

v |

UNICO STUDIO CHE HA COMPARATO
ECOGRAFIA TRANSVAGINALE E
SONOISTEROGAFIA

non differenze nella forma del difetto (solitamente triangolare)
piu facile delineare 1 lati del difetto con la sonoisterografia

difetto riscontrato piu frequentemente e classificato piu
frequentemente come piu ampio con la
sonoisterografia(mediamente 1-2mm pit ampio)

(verosimilmente dovuto alla pressione della soluzione salina a
livello della cicatrice che definisce megho 1l difetto)

Cesarean scar defect (arrow) on sonohystogram in same patient as in
Figure 1.
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RACCOMANDAZIONI

= 1n base alla letteratura attuale la sonoisterogratia sembra avere maggiore sensibilita e specificita
per la diagnosi di CSD (cesarean scar defect) ed €’ lo studio che viene raccomandato da alcuni
autorl nelle pazienti che sono candidate ad intervento chirurgico

= Jo svantaggio e che risulta una procedura diagnostica con un un grado piu elevato di disconfort
per la paziente e un rischio hevemente piu elevato di complicanze (infezioni)

= a sonoisterografia ¢ anche piu utile per la diagnosi di altre patologie intrauterine (polipi, miomu,
sinechie)

= ge s1 sospetta un CSD ¢ raccomandato 'uso della sonoisterogratia e 'uso dell’eco tv nei casi in
cul la prima sia controindicata

= g1 raccomanda di considerare una hsc diagnostica in pazienti con sospetto di CSD perche oltre a
confermare la diagnosi puo diagnosticare altre patologie come polip1 o condizioni infiammatorie

SCUOLA DI SPECIALIZZAZIONE IN GINECOLOGIA E OSTETRICIA 19




viene visualizzata un
immagine simile ad un
diverticolo (estensione del
contrasto) nella parte
bassa della cavita’' uterina a
livello 1stmico o nella parte
craniale del canale

cervicale

Cesarean scar defect on hysterosalpingogram in same patient as in
Figures | and 2. A = anterior; P = posterior.
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diagnos1 mediante visualizzazione
diretta

1 difetti dovuti a tagho cesareo
appalono come un rigonflamento o
un cuneo nella parete anteriore del

canale cervicaleo del
segmentoutero inferior

la “tasca” puo' contenere sangue ed
e' solitamente circondata da un
anello fibrotico

Cesarean scar defect detected during hysteroscopy.

Belinda Centeio L. Scapinelli A, Depes D, Lippi U. Lopes R. Findings
in patients with postmenstrual spotting with prior cesarecan section.
J Minim Invasive Gyvnecol. 2010:17:361-364.

Fabres C. Aviles G, De La Jara C. et al. The cesarean delivery scar
pouch: clinical implications and diagnostic correlation between trans-
vaginal sonography and hysteroscopy. J Ultrasound Med. 2003:22:
695—700.
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DIAGNOSI - ISTEROSCOPIA

(A and B) Hysteroscopic exampls of a 1smocele; armows mark (A) the anterior wall and (B) the edge of the pouch.

Te: foiienal o
Mimimally [vvwdve
Gprelogy

Instruments and Technigues

Hysteroscopic Treatment of Symptomatic Cesarean-induced
Isthmocele: A Prospective Study

Gennaro Raimondo, MD*, Gaetano Grifone, MD, Diego Raimondo, MD,
Renato Seracchioli, MD, Giovanni Scambia, MD, and Valeria Masciullo, MD, PhD

From the Hysiemsapy Unit, Clinica Meditermnea, Ngples, laly (Drs. (2 Ramondo and (rifone |, Minimaly Imasve Gwaecological Surgery Uni, 8
(rsla Hospital University of Bologna, Bologna, lialy (Dre D, Raimonds and Serechioll)|, and Division of rynecologic Onealogy, Catholic University of
Sacred Heart, Rome, laly (Drx Srambia and Maveulla |
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puo' essere usato per la
diagnosi e la
caratterizzazione del csd

puo' definire con maggior
precisione 1l difetto ed
essere utile nella
pianificazione dell'intervento
soprattutto nei casl in cui
concomitano altre patologie
(es. adenomiosi)

SCUOLA DI SPECIA

Bladder




CLASSIFICAZIONE

riz. 5 |

Calculation of remaining myometrium. A = thickness of remaining my-
ometrium: B = full-thickness adjacent to defect Percentage of myome-
trium remaining = [A/B] X 100.

le dimension1 del difetto sono state

definite dal rapporto tra 11 miometrio

sovrastante la cicatrice e 1l miometrio
sano adiacente

un rapporto inferiore o uguale al 50% e’
stato usato come cut-ofl per definire un
deficit severo

Ultrasowund Qbster Gynecol 2008; 31: 72—
P i d online 6 December 2007 in Wiley InrerScience (www.interscience.wiley.com). DOI: 10.1002/uog. 5200

Deficient lower-segment Cesarean section scars: prevalence
and risk factors

D. OFILI-YEBOVI*, J. BEN-NAGI*, E. SAWYER?*, J. YAZBEK®*, C. LEE*, J. GONZALEZt and
D. JURKOWVIC*

“Early P v and G logy A Unit and tClinical Research Statistics Unit, Weston Education Centre, Denmark Hill
Campus, King's College Hospital, Londorn, UK
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CLASSIFICAZIONE

riz. 5 |

Calculation of remaining myometrium. A = thickness of remaining my-
ometrium: B = full-thickness adjacent to defect Percentage of myome-

trium remaining = [A/B] X 100.

difett1 della parete miometriale che sembrano

soggettivamente ampi 1n ecografia correlano con

uno spessore miometriale residuo di 2.2mm.

Ultrasound Obstet Gynecol 2009; 34: 90-97
Published online 4 June 2009 in Wiley InterScience (www.interscience.wiley.com). DOI: 10.1002/uog.6395

High prevalence of defects in Cesarean section scars
at transvaginal ultrasound examination

0. VIKHAREVA OSSER, L. JOKUBKIENE and L. VALENTIN
Department of Obstetrics and Gynecology, Malmd University Hospital, Lund University, Malma, Sweden
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CLASSIFICAZIONE

Classification of cesarean scar defects™

Thickness of remaining myometrium, mm

SIS 2.2 (3)
SIS >22 (1) The Journal of
TVUS <22 (3) MI G Minimally Invasive
g i Gynecology ',
TVUS >2.5(1) &Sl
Myometrium remaining, % ELSEVIER
<20 (3)
20-50 (2)
>50 (1) . .
Kou of dlelact soats Review Article
1(0) .
>10) Cesarean Scar Defects: An Underrecognized Cause of Abnormal
N . f i i &l- ) L] [ ] [ ] . .
w Uterine Bleeding and Other Gynecologic Complications
=>1(1)
Menstrual pattern Amanda M. Tower, MD, and Gary N. Frishman, MD*
Normal (0) From the Department of Obstetrics and Gynecology, Women's and Infant’s Hospital, Warren Alpert Medical School of Brown University, Providence, Rhode
Abnormal (1) Island (both authors).

SIS = saline infusion sonohysterography: TVUS = transvaginal ultrasound.
Stage I (mild), 2-3: stage Il (moderate), 4-6; stage Il (severe), 7-9.

* Scores are given in parentheses. Choose one from each row and add scores to
determine stage.
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SINTOMI

COMPLICANZE OSTETRICHE

I. anormalita’ nella placentazione (placenta accreta o previa)

2. deiscenza della sutura
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SINTOMI

COMPLICANZE GINECOLOGICHE

(sono solo recentemente 1dentificate e definite)

. ) Table 1
I. Csanguimamento uterino anomalgo
. : Reported preval f CSD in patients with previ arean
2. dismenorrea e dolore pelvico orted previtence of 50 In patients With previous ces
section delivery

3. gravidanza ectopica

. e Population Patients with CSD (%)
4. mfemhta All patients with previous cesarean section 19.4-88 [4,7,13 36-40]
5. adenomiosi Abnormal uterine bleeding 82.6-88 [4,13]

. Any gynecologic symptoms 19.4-88 [4,7.36,13]

6. endometriosi T 2[38]
7. formazione d1 ascessi CSD = cesarean scar defect
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SANGUINAMENTO UTERINO ANOMALO

DEFINIZIONE DI SPOTTING POSTMESTRUALE

«SANGUINAMENTO VAGINALE PERSITENTE IN SCARSA QUANTITA’ CHE PUO’
DURARE DAI 2 AT 12 GIORNI DOPO CHE E’ TERMINATO IL CICLO MESTRUALLE»

[ in uno studio retrospettivo si €’ visto che 1l 76% delle donne con un CSD diagnosticato ecograficamente

ha spotting postmestruale (16% sanguimamento a meta ciclo; 8% i entrambe le fasi)

J in uno studio trasversale 1l 63.8% delle donne con CSD manifesta spotting postmestruale, e le donne
con spotting postmestruale che non hanno altre patologie (ex. polipi, miomui, 1perplasia, lesion1 maligne)

hanno 1n generale CSD piu importante rispetto a quelle con CSD asintomatiche

Fabres C, Aviles G, De La Jara C, et al. The cesarean delivery scar
pouch: clinical implications and diagnostic correlation between trans-
vaginal sonography and hysteroscopy. J Ulmrasound Med. 2003:22:
695—T00.

Thurmond AS, Harvey WJ, Smith 5A. Cesarean section scar as a cause
of abnormal vaginal bleeding: diagnosis by sonohysterography. J Ultra-

sound Med. 1999:18:13-16.
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MICROSCOPICAMENTE

ANALISI ANATOMOPATOLOGICA DELI’UTERO DI PAZIENTI CON ALMENO 1 TC NELLA
LORO STORIA CLINICA:

= Dilatazione del segmento uterino mferiore nel 75% del casi

= Presenza di endometrio congesto al di sopra del recesso cicatriziale (619%)
= Polip1 all'interno della zona cicatriziale (16%)

= Infiltrato linfocitario (659)

= Residui di suture (929%)

= Dilatazione dei capillart (659)

= Frammentazione e decomposizione del tessuto endometriale (37%)

= [ocalizzazioni adenomiotiche (289%)

[Morris H. Surgﬂ'ca[ pathology of the lower uterine segment cesarean section scar: is the scar a source of clinical symptoms? Int. J. Gynecol. Pathol.

1995; 14: 16-20]
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PATOGENESI DEL SANGUINAMENTO UTERINO ANOMALO

LA PRESENZA DELI’ISTMOCELE NEL SEGMENTO UTERINO INFERIORE CAUSA UN
SANGUINAMENTO MESTRUALLE RITARDATO

(1l sangue mestruale s1 accumula nel CSD e fuoriesce piu’ lentamente nei giorni seguenti 1l ciclo mestruale vero e proprio)

I STATO IPOTIZZATO CHE IL SANGUE MESTRUALE ST ACCUMULI PER DIVERSE. CONCAUSE:

*Compromissione del drenaggio del sangue mestruale
*Produzione a livello del difetto stesso

* Diminuita contrattilita uterina

(grado de1 smtomu correla con le dimensioni del difetto (se 1l difetto non ¢ sufficientemente ampio da permettere un
accumulo del sangue mestruale e conseguentemente la paziente potrebbe essere asintomatica)

Fabres C, Aviles G, De La Jara C, et al. The cesarean delivery scar
pouch: clinical implications and diagnostic correlation between trans-

vaginal sonography and hysteroscopy. J Ultrasound Med. 2003;22:
695-700.

Thurmond AS, Harvey WJ, Smith SA. Cesarean section scar as a cause
of abnormal vaginal bleeding: diagnosis by sonohysterography. J Ultra-

sound Med. 1999:18:13-16.
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EFFETTI DEL CSD SULLE PROCEDURE
GINECOLOGICHLE

= REVISIONI DELLA CAVITA UTERINA (maggior rischio di perforazione uterina e deiscenza

della sutura; puo mterferire con efficacia della procedura)

ISTERECTOMIA (puo mterferire con la tecnica e 'approccio chirurgico scelto; aumentato
rischio di conversione da una procedura mininvasiva alla tecnica open per le eventual aderenze
formatesi tra vescica e la cicatrice del pregresso cesareo; in alcuni studr maggior tempo operatorio;
importanza del counseling preoperatorio)

= ABLAZIONE ENDOMLETRIALL

= INSERIMENTO IUD
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TECNICHE.

TRATTAMENTO RESETTOSCOPICO
ESCISSIONE LAPAROSCOPICA

REVISIONE CON APPROCCIO
VAGINALE

ABLAZIONE ENDOMETRIALE

CHI TRATTARE?

TRATTAMENTO CHIRURGICO IN
AMBITO GINECOLOGICO I
VEROSIMILMENTE DA PIANIFICARE
SOLO IN PAZIENTI SINTOMATICHL.

non ci sono ancora evidenze scientifiche
sufficient1 per supportare de1 trattamenti
routinari al fine di prevenire complicanze
ostetriche (es. rottura d’utero)

Source, year

Hystemscopy
Gubbini et al [17], 2011

Chang ot al [10], 2009

Lin et al [12], 2010

Fabres et al [13], 2005

Shih et al [14], 2011

Gubhini et al [16], 2008

Wang et al [18], 2011

Feng et al [20], 2012

Laparoscopy
Dvomnez et al [9], 2008

Yalcinkaya et al [15], 2011

Klemm et al [52], 2005

Technique
Resection of scar tissue surounding the defect

Resection of scar tissue sumounding the defect

Resection of scar tissue sumounding the defict
plus rollerhall endometrial ablation sparing the
defect

Resection of scar tissue sumounding the defect
plus fulguration of superficial dilated vessels

Resection of scar tisspe surounding the defect
and targeted resection of granulation tissue and
hollows or depressions

Resection of scar tissue sumounding the defict
plus rollerball ablation of the defect

Resection of scar tisspe surounding the defect
plus cauterization of exposed dilated vessels

Resectoscopic treatment removing fibrous tissue,
blood, residual suture material, and polyps
plus cauterization of the defect

Excision of fibmtic tissue surmunding defect and
reapproximation using interrupted sutures
Robotic excision of scar, with two-layer closure

WVaginal procedure
Khoshnow et al [11], 2000 Excision of scar and reapproximation with
imterrupted sutures
Luo et al [19], 2012 Excision of scar and reapproximation with
imterrupted sutures in two layers
Laparoscopy plus vaginal pmcedure

Laparoscopy used to excise the scar; defect
repaired vaginally

Mo, of
patients

Table 4

Treatment methods and outcomes for cesaremn scar defects

Outcome

10{¥t Resolution of AUB and infertility:;
replacement of scar with endocervical mucosa

645 Patient sati sfaction; 36% pemistent
postmenstrual bleeding

Patient satisaction and shorter lighter
menstruation

Restored fertility in % of 11 patients who had been
attempting pregnancy for 2 2 years; resolution
of AUB in 20 of 24

Improved bleeding and patient satisfaction at
fi-month follow-up

100F: Resolution of postmenstrual bleeding:
replacement of scar with endocervical mucosa

Shorter menstrual duration, from 12,9 days to 9.4
days; mom: pronounced in anteverted uter
(12.4 days to 7.2 days): 4% of patients hadno
change in ALTH

AUB resolved in 38 patients and improved in 20
paticnts

Resoliution of pelvic pain and dysmenomhea

Resolution of AUB and infertility, with
conception within 1 year

Resolution of AUB

39 Patients reported improvement of symptoms

ALB = abaormal werine bleading: NR = not reponed.
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ISTEROSCOPIA

APPROCCIO IN ASSOLUTO PIU’
UTILIZZATO E DESCRITTO PER LA
CORREZIONE DEL CSD

resezione del tessuto cicatriziale che circonda 1l
difetto (appiattendo 'area del difetto viene meno 1l
recesso In cui s1 puo’ accumulare 1l sangue)

THE JCMIRMNAL OF
MINIMALLY INWVASIVE
Iy MECOLOHGY

Fig. 1. Ultrasonogmphic findings of the isthmocele, appearing approxi-
mately as an isosceles triangle (indicated by dotted lines in the panel A).
Panel B refers to a schematic representation of the caesaran section scar,
with dotted lines indicating the area to treat during isthmoplasty.

Instruments and Technigues
Surgical Hysteroscopic Treatment of Cesarean-Induced Isthmocele
in Restoring Fertility: Prospective Study

Giampietro Gubbini, MDD, Gabriele Centini, MD. Daniela Nascetti. MDD, Elena Marra. MDD,
Irene Moncini. MD, Luca Bruni, MDD, Felice Petraglia, MD, and Pasquale Florio, MDD, PhD*

Frome rhe Division of Gynecology, Madre Fortunata Tonioloe Hospiral, Bologna (Drs. Gubbing, Nascerti, and Marral and DPepartment of Pediatrics,
bz rerrics and Reproducrive Medicine, Secrion of Qbsrerrics and Gynecology Universiny of Siena Siena (Drs. Cenrind,. Moncing, Bruni. Perragiia,
and Floriok Fraly

41 pazienti con infertilita’ secondaria
e sanguinamento postmestruale
1009% della risoluzione dell’aub
1009% d1 pregnancy rate in 24mesi
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ISTEROSCOPIA

[ Fig. 3

RISCHI DEL TRATTAMENTO
RESETTOSCOPICO DEI CSD:

tssue,

d PERFORAZIONE UTERINA
d LESIONI VESCICALI

Surgical technique (isthmoplasty) to remove isthmocele. (A) Resection of the superior edge of the defect followed by (B) complete removal of the scar

COME. RIDURRE QUESTO RISCHIO ?

e’ stato suggerito 1n letteratura che questo tipo di
trattamento dovrebbe essere evitato se lo spessore del
miometrio sovrastante ¢’ < 2mm

I'ecogratia ¢’ un valido supporto

http:/Sfcrossmark.crossref.org/dialeg/7doi=10.1016/j.jmig.2014
09.011&domain=pdf

VIER

Instruments and Technigues

Hysteroscopic Treatment of Symptomatic Cesarean-induced
Isthmocele: A Prospective Study

Gennaro Raimondo, MD¥, Gaetano Grifone, MDD, Diego Raimondo, MDD,

Renato Seracchioli. MDD, Giovanni Scambia., MDD, and Valeria Masciullo, MDD, PhID

From: the Hysieroscopy Unis. Clinica Mediterranea, Naples, fialy (Brs. G. Raimondo and Grifone). Minimally Irmvasive Gynaccological Surgery Unin. S.
Orzala Haspital, University of Bologna, Bolagna, Faly (D, D, Raimonda and Seracchiol i), and D sion of G togic Oncalogy. Cearh Frabve rsiry of
Sacred Hears, Rone, ftaly (s Scanbia and Measciullo)

Chang Y. Tsal EM. Long CY, et al. Resectoscopic treatment combined
with sonohysterographic evaluation of women with postmenstrual
bleeding as a result of previous cesarean delivery scar defects. Am J
Coster Gynecol., 2008 200:370.el 370 .e4d.
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LAPAROSCOPIA

PUO’ ESSERE UTILIZZATO DA UN
LAPAROSCOPISTA ESPERTO

POCHI CASI DESCRITTT IN LETTERATURA

STUDIO DI DONNEZ su 3 pazienti con deiscenza della
cicatrice

[deiscenza del.: difetto della parete la cur profondita é > o =
all'80% del miometrio parete anteriore/

All'ispezione LPS riscontro in sede di CSD solamente di
un sottile tessuto fibrotico rivestito da peritoneo

TECNICA: escissione del tessuto fibrotico e chiusura del
difetto laparoscopicamente mediante sutura a punti staccati
in triplice strato

Posizionamento di Hegar nella cervice per mantenere a
continuita tra 1l canale cervicale e la cavita uterina

Laparoscopic repair of wide and deep uterine scar
dehiscence after cesarean section

Olivier Donnez, M.D., Pascale Jadoul, M. D, Jean Squifflet, M.D., and Jacgues Donnez, M.D., Ph.D.
Department of Gynecology, Université Catholigue de Louvain, Clinigues Universitaires Saint-Luc, Brussels, Belgum

SCUOLA DI SPECIALIZZAZIONE IN GINECOLOGIA E OSTETRICIA




LAPAROSCOPIA

IMPORTANTE VANTAGGIO DI QUESTA Laparoscopic repair of wide and deep uterine scar
dehiscence after cesarean section

TECNICA E’ IL RIPRISTINO
DELL’INTEGRIT A’ DELLO SPESSORE DELLA Olivier Donnez, M.D., Pascale Jadoul, M. D, Jean Squifflet, M.D., and Jacgues Donnez, M.D., Ph.D.
Department of Gynecology, Université Catholique de Louvain, Cliniques Universitaires Saint-Luc, Brussels, Bel gium

PARETE UTERINA ANTERIORE (RMN E US)

(valutazione pre e postoperatoria rispettivamente nel
3 casi: <Imm 1n 2 casi e 2,1mm nel terzo

11, 9.4, 10 mm rispetivamente)

IN CASO DI CSD CON SPESSORE MIOMETRIALE
<2,5MM O QUANDO IL DIFETTO E’ > 80% DELLA
PARETE ANTERIORE SI PUO’ CONSIDERARE
L’APPROCCIO LAPAROSCOPICO CON BUONI
OUTCOMLE POST-OPERATORI
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® IMIG=. LAPAROSCOPIA

Review Article

ELSEVIER

Should Cesarean Scar Defect Be Treated Laparoscopically?
A Case Report and Review of the Literature

Morat Api, MD, PhD, Ayscn Boza, MD", Eustiu Gorgen, MD, and Ohs Api, MD Gravidanza dopo 3-6 mesi dal trattamento LPS

From the Department of Obstetrics and Gynecology, Zeynep Kamil Women and Children Diseases Training and Research Hospital, fstanbud, Turkey (D M. Api),
Guoztepe Training and Research Hospital, Istanbul, Turkey (Dr: Boza), Acibadem Hospital, Istanbul, Turkey { Dr. Gorgen), and Yediepe University School of
Medicine, Istanbul, Turkey (Dr 0. Api).

ABSTRACT  Several obstetric complications due to inappropriately healed cesarean scar such as placenta accreta, scar dehiscence, and
ectopic scar pregnancy are increasingly reported along with rising cesarean rates. Furthermore, many gynecologic conditions,
including abnormal uterine bleeding. pelvic pain and infertility, are imputed to deficient cesarean scar healing. Hysteroscopy
is the most commonly reported approach for the revision of cesarean scar defects (CSDs). Nevertheless. existing evidence is
inadequate to conclude that either hysteroscopy or laparoscopy is effective or superior to each other. Although several man-
agement options have been suggested recently. the laparoscopic approach has not been thoroughly serutinized. We present a
case and reviewed the data related to the laparoscopic repair of CSDs and compared the hysteroscopic and laparoscopic man-
agement options based on the data from previously published articles. As a result of our analyses, the laparoscopic approach

e v W el |
effective for the resolution of gynecologic symptoms. Hysteroscopic treatment most likely corrects the scar defect but -

does not strengthen the uterine wall; thus, the potential risk of dehiscence or rupture in subsequent pregnancies does not . . . . . . . .
eem to be improved. Becanse large uterine defects are known sk factors or scar dehiscence,the repair of te defect to rein- WVc (I.’lue d.mmonds) nui postmw (red squares) my?meuul thicknesses (mm) of cvnlu'ned studies are shown. Myfmrlnal thicknesses were
force the myometrial endurance seems to be an appropriate method of treatment. Jounal of Minimally Tnvasive Gynecology significantly higher in postoperative period (p < .001, Wilcoxon signed rank test). Letters on the x axis represent the related studies: D = Donnez etal [7]:
{2015) 22, 11451152 © 2015 AAGL. All rights reserved. Y = Yalcinkaya et al [13): M = Marotta et al [14} L = Li etal [15}: A = Api et al [this study).
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CONSIDERAZIONI FINALI

. VALUTARE I'INDICAZIONE AL TAGLIO CESAREO

. QUALE TECNICA UTILIZZARE PER L’ESECUZIONE DEL TAGLIO CESAREO?

(sutura 1 doppio strato; peritoneizzazione)

I. UTILE CORRELAZIONE CON ANALISI ANATOMO-PATOLOGICA?

(in molti esamu 1stologic placentart (campione di 40 esami 1stologict eseguit tra 1l 2013 e 11 2014)
sono state evidenziate note inframmatorie-infettive (batteriemia, corroamnioite, infiltrato
linfocitario) per cui non ¢ da escludere un ruolo nella patogenesi del CSD)




